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Disclosures 



 Upon completion of this session, participants should be 
able to: 

 

 Describe the key components of the APEX care model. 

 

 Apply components of APEX to their clinical setting after 
discussion of the implementation steps. 

 

 Evaluate similar large-scale clinical transformation projects 
by applying quality improvement methodology using 
common clinical and process measures. 

Objectives 



 The Triple Aim—enhancing patient experience, improving 
population health, and reducing cost—is accepted as a guiding 
principle for health care system improvement.1   

 Growing recognition of the impact of healthcare workforce 
burnout on health and patient satisfaction has led to expanding 
to the Quadruple Aim.2 

 Team-based care has been shown to improve health care quality 
and health outcomes and reduce cost.3,4 

 Built upon University of Utah’s Care by Design, the University of 
Colorado’s APEX model is based on expanded medical assistant 
roles and MA-to-provider ratios. 

 

Background – 
Changes That Work 

1. Berwick, DM, Nolan TW, Whittington J. The triple aim: care, health, and cost. Health Aff (Millwood). 2008;27(3):759-769. 

2. Bodenheimer T, Cinsky Christine. From Triple Aim to Quadruple Aim: Care of the Patient Requires Care of the Provider. Ann Fam Med 2014; 

12:573-576. 

3. Boult C, Green AF, Boult LB, Pacala JT, Snyder C, Leff B. Successful models of comprehensive care for older adults with chronic conditions: 

Evidence for the Institute of Medicine's Retooling for an Aging America report. Journal of the American Geriatrics Society. Dec 

2009;57(12):2328-2337. 

4. Naylor MD, Coburn KD, Kurtzman ET, et al. Inter-professional team-based primary care for chronically ill adults: State of the science. 

Unpublished white paper presented at the ABIM Foundation meeting to Advance Team-Based Care for the Chronically Ill in Ambulatory 

Settings. Philadelphia, PA; March 24-25, 2010. 



 University of Utah’s model showed financial sustainability: 

 Shifted the bottom line of it’s community clinics from ($21 million) 

to $244,000 over a 5 year time period 

 Generated > $5million/month of downstream gross revenue per 

month from in network referrals 

 

1. Magill MK, Lloyd RL, Palmer D, Terry SA. Successful turnaround of a university-owned, community-based, multidisciplinary practice 

network.  Ann Fam Med, 4, supplement 1, Sept/Oct 2006. 

Background – 
Changes That Work 



Background— 
Issues with the Current State 

http://www.medscape.com/features/slideshow/lifestyle/2016/public/overview 



“To fully satisfy the USPSTF recommendations, 1773 hours of a 

physician’s annual time, or 7.4 hours per day is needed for 

the provision of preventive services.” 

Background— 
Issues with the Current State 

Yarnall, Pollak, Ostbye, Krause, and Michener.  Primary Care: Is there enough time for prevention? Am J Pub Health, v93(4) 



Background— 
Issues with the Current State 

(Acute + Chronic + Prevention Care) x Panel = 

21.7 hours per day 

Yarnal KSH, et al.  Family Physicians as Team Leaders: “Time” to Share the Care. Prev Chronic Dis 2009;6(2):A59. 



Background— 
Issues with the Current State 

How do providers spend 

their day? 

What do providers do in 

the room? 

Sinsky et al. Allocation of Physician Time in Ambulatory Practice: A Time and Motion Study in 4 Specialties. Ann Intern Med. 2016. 



Background— 
Issues with the Current State 

Yarnall, Pollak, Ostbye, Krause, and Michener.  Primary Care: Is there enough time for prevention? Am J Pub Health, v93(4) 

 Baseline Clinic Quality Data had room for improvement: 

 

 

Quality Measure Pre-Go Live Mean 

% of pts with colorectal cancer 

screening up to date 

50.3% 

% with blood pressure at goal 

(<140/90 under 60, <150/90 over 

60) 

69.9% 

% with mammograms up to date 46% 

% of diabetic pts with A1c >9 18.1% 

Average hours per week providers 

spend documenting between 

7pm and 7am (adjusted by cFTE) 

7.5 



The APEX Model 



Pre-Visit   

New Patient:   

  

 Conduct New Pt Questionnaire in EPIC 

 Obtain old records 

Established Patient:  Pre-visit labs, Outside records 

 Pre-visit assessments (PHQ-9, Medicare Wellness questions, etc.)  

 In-Box management (Refills/PARS, MHC, lab call-backs, etc.) 

 Care management outreach 

Advanced 

Rooming 

 Height and weight 

 Chief complaint, complete agenda, top 2 concerns 

 Allergies/med rec/pharmacy/Pend refills 

 Update Medical/Surgical/Family  history, advanced directive 

 Screenings: Fall, suicide, Learning barriers, PHQ2/9, GAD, etc. 

 Identify and act on Care Gaps 

 Take BP & enter vital signs 

 Get necessary equipment (biopsy materials, pap, etc.) 

 Sets agenda with patient 

 Obtain brief templated HPI/ROS (“X-Files”) 

In-Room Support  Documentation support  

 Other “on the fly” support as directed (get team members, complete 

labs, prepare vaccines, room next patient, etc.)  

Post-Provider/ 

Check out 

 Review plan and instructions 

 Schedule follow up visits 

 Gives vaccines, performs blood work as needed 

 Escort patient from practice 



Brief Overview 
 5 MAs: 2 provider  

MA stays with patient during entire clinic visit 

MA stays in room to assist with 
documentation and implementing plan 

MA completes post-exam tasks, provides 
after visit summary 

 

The APEX Model 







Expanded rooming 
 Instituted PARTy (Patient Arrival Time – yay) 

 20 minutes scheduled with MA before provider scheduled time 

 Leveled provider schedules  

 

 Decreased visit types that qualified for 40 minute visits 

 

 Changed MA schedules to either 8, 10, or 12 hour shifts 

 

 Staggered lunch schedule for MAs 

 

The APEX Model 







Expanded rooming (cont) 
 Detailed medication reconciliation: 

 Removes:  

 Patient Reported Meds no longer taking 

 Meds placed in error 

 Duplicate (ie same med, but 2 doses) 

 Therapy completed 

 Old prescriptions (original Rx >12 months) 

 Pends medications needed refilled 

 

The APEX Model 





Expanded rooming - Protocols 
 Expanded Rooming: 

 Completes orders based on protocol 

 UA 

 HCG 

 Strep 

 A1c 

 Pulse Oximetry 

 Flu vaccine 

 Peak Flows  

 Monofilament exams 

 Adult immunizations 

The APEX Model 



Expanded rooming - gaps in care 
 Expanded rooming: 

 Gaps in care 

 Orders and pends any test/services overdue based 
on the Health Maintenance Module in EPIC 

 Lipids 

 DM2 screening 

 Colonoscopy 

 TSH 

 DM tests – A1c, monofilament, microalbumin 

 Immunizations 

The APEX Model 



Expanded rooming - HPI/ROS collection 
 HPI and ROS documentation support 

 Use “xfiles” 

 Preloaded questions and ROS for symptoms or 
diseases or preventive exams 

 ~250 

 Many adapted from University of Utah 

The APEX Model 





Additional support 
 In-Basket Management 

 All messages (except symptomatic triage calls) 

go to MAs 

 MA address as much as possible 

 Call pt for more information 

 Pend any orders 

 Draft pt requested letters 

 Then forward to provider as needed for sign 

offs, additional information, etc.  

The APEX Model 





 1st years – MA updates PMSFH 

 2nd year – MA updates PMSFH and does x-file with ROS 

 3rd year – Full model – all of the above + in room 
documentation support (scribing) 

 

Trainees–  
Residents 



If behind have student wait out an additional encounter and read on previous or future patient visit 

Trainees–  
Med Students 



 2 Pilot Sites: 

 Large Residency site 

 Small  Private Practice 

 9 Rapid Improvement Events 

 6 Months of Planning Prior to Go-Live 

Implementation 



Implementation 
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Outcomes-- 

Statistical Process Control Charts 

 
 AKA “Shewhart Charts” or “Statistical Process Control Charts” 

 Invented by Walter Shewhart  (1891-1967) 

 “Grandfather of Quality Improvement Science” 

 Inventor of “PDSA” method of quality improvement (aka Shewhart Cycle) 

 Originally devised for manufacturing in 1920s 

 Commonly used in Health Care QI activity 

 Components:  

 Historical population Mean  

 Sigma, or Standard deviation of that mean (σ) 

 Control Limits (Mean +/- 3 times the standard deviation)   

 Upper Control Limit (“UCL”) =  + 3σ  

 Lower Control Limit (“LCL”) =  - 3σ 

Carey, RG. Lloyd, RC. Measuring quality improvement in health care: A guide to statistical process control 

applications. American Society for Quality, Milwaukee WI, 2001.  

 



Outcomes— 
Productivity 
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Outcomes— 
Productivity 
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Outcomes— 
Access 
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Outcomes— 
Access  

Median Time to Third Next Available Appointment 



Outcomes— 
Quality 
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Outcomes— 
Quality 

% of Clinic Population with Blood Pressure at Goal 

(<140/90 for <60, <150/90 for >60) 
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Outcomes— 
Quality 

% of Clinic Population with Mammography Up to Date 

20% 

30% 

40% 

50% 

60% 

70% 

80% 



Outcomes— 
Quality 

% of Clinic Population with PCV Vaccination Up to Date 
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Outcomes— 
Quality 

% with Positive PHQ29 



Outcomes— 
Quality 

% with Diabetes with BP < 140/90 
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Outcomes— 
Quality 

% with Diabetes with Foot Exam in the Last 13 Months 
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Outcomes— 
Quality 

% with Diabetes with Retinal Exam in the Last 13 months 
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Outcomes— 
Quality 

% with Diabetes with A1c > 9 
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Outcomes— 
Satisfaction 
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Outcomes— 
Satisfaction 
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Outcomes— 
Satisfaction 

** 1 Question Maslach Burnout Inventory 



Outcomes— 
Global Improvement Capacity 



Outcomes— 
Finance 



Challenges 



 

 

 Growing MA staff 

 
 Training MA’s 

 

 MA skillset 

 
 Provider expectations on rooming 

 

 Learning to e-huddle 

 
 Learning the x-files 

 

 Disruption of the 1 hour whole clinic meeting time d/t 

staggered lunches 

Challenges 



 Easy to underestimate 

 Providers desire more support, but…… 

 Changing an MA culture – “I can’t…” 

Challenges 



Lessons Learned 



Lessons Learned 

Work together & practice  

consistently as a team & as units 

 Learning new rules, positions and roles can be hard 

 It’s a game of yards and inches 

 Sometimes you call an audible & change the play 

Great leadership, planners, players, special teams, 

coaches are all needed to win 

 Evaluation is for improvement  

 The playbook is thick, the season is long, and 

championships aren’t won in a single season 

 Have perseverance and grit. Celebrate your wins 

Keep your eyes on the prize for victory 





“I was blown away by the service…0 

forms, and 0 time wasted”  

“I don't feel like a passive spectator 

anymore, I'm an integral part of my 

healthcare team”  

“I have never in my 66 years felt so 

well-cared about and for” 

 

Joy in Practice-- 
Patients 



“APEX allows us to work at the highest level” 

I can help get patients the care they need.” 

“It’s challenging but exciting at the same time.” 

“We’re part of the patients care more than ever” 

“We’re having fun at work again and the work is 

done at the end of the day.” 

“This new model gives me purpose” 

 

Joy in Practice–  
MAs 



“I don’t have to do it all. Patient interactions are more 

connected and attentive” 

 

“I barely touch the computer in the room anymore.” 

  

“I’m done with all my notes by 5:30 or 6:00. That’s never 

happened before” 

 

“It’s been a game-changer…it allows me to stay in practice 

and be happy.” 

“APEX has changed my life.” 

 

 

Joy in Practice-- 
Providers 



Please evaluate this presentation using the conference mobile 
app! Simply click on the "clipboard" icon on the presentation 

page. 



Questions? 


